A 67-year-old man with history of tobacco smoking presents to the emergency department with sudden onset, retrosternal chest pain radiating to the neck and associated with diaphoresis and nausea. On examination, his blood pressure was 106/42 mm Hg, pulse of 73 beat/min. He was pale, diaphoretic with IV/VI diastolic blowing murmur of unknown chronicity heard at the left sternal border. His distal pulses were faint but symmetric in all extremities. No marfanoid features. ECG showed sinus rhythm with ST segment elevation in leads aVR and V1, with widespread ST segment depression (figure 1). He underwent emergent coronary angiogram with initial diagnosis of acute coronary syndrome and impending cardiogenic shock. Angiogram revealed type-A aortic dissection extending 
to the aortic arch with concomitant aortic regurgitation (AR) (videos 1 and 2). On prompt recognition of aortic dissection, he was transferred to the operating room for emergent surgical repair. Intraoperative transoesophageal echocardiography (TEE) showed circumferential dissection of the proximal aorta with diastolic prolapse of a cylinder-shaped intimal flap into the left ventricle causing severe AR (videos 3-5). The dissection was successfully repaired using 30 mm Hemashield Platinum double velour woven graft (MAQUET, New Jersey, USA). Aortic valve leaflets were resuspended successfully (videos 6 and 7, figure 2) and the coronaries were intact.
Postoperative course was unremarkable. The patient was discharged home on postoperative day 5. During outpatient follow-up at 1 week and 9 month intervals, he continued to be stable. A small-sized, non-disabling stroke was reported at his second follow-up appointment. Interval CT angiography of the aorta at 9 months showed stable postoperative changes. provenance and peer review Not commissioned; externally peer reviewed.
